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Background
Patient admission (entry), discharge, or
transfer from one level of care to another are
always problem-prone points in the medication
management system. These transitions occur in
ambulatory care, behavioral health care, home
care, office-based or outpatient surgery, long term
care as well as acute care facilities.1-3
At admission, medication errors often go
unnoticed until an adverse event occurs. Common
causes for medication problems at this time
include inaccurate or incomplete medication
histories, such as not knowing the medication’s
name, dose, and use, and omission of herbal and
OTC products a patient is taking.1 If a patient is
seeing several physicians and using more than one
pharmacy,
this
creates
confounding
complications. Also, if prescribers write orders to
“continue medications used at home” or to “use
medications from home,” without specifically
listing the drug and dose, safety cannot be
assured.2
After admission, patients may be transferred
from one level of care to another. These events
can create medication problems especially when
prescribers write “continue same medications” or
“continue pre-op” medications.
Discharge from the hospital or other facility to
a long term facility or to home creates another
potential
medication
error
opportunity.
Prescriptions written on prescription pads or
blanks can be lost. Transcription errors from one
form to another can occur and often are
compounded by interpretation and legibility
challenges.
The Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) recognizes
these weak “links” in the medication use system.
As a result they have included a new National
Patient Safety Goal in their list of goals for 2005.

Goal 8 states that medications must be accurately
and completely reconciled across the continuum
of care. They further state that “patients, clients,
and residents are generally most at risk during
transitions in care (hand-offs) across settings,
services, providers, or levels of care.
The
development, reconciliation, and communication
of an accurate medication list throughout the
continuum of care is essential in the reduction of
transition-related adverse drug events.”3

Commentary
The ramifications of this new challenge will
affect physicians, pharmacists, nurses, and most
importantly, patients. Effective communication is
a key element in meeting this challenge. This
corresponds to another JCAHO National Safety
Goal of improving the effectiveness of
communication among caregivers (Goal 2).3
JCAHO emphasizes several key points for this
process.
A facility-designated and qualified
caregiver should perform this history, recording,
and reconciliation process. Active involvement of
the patient or patient’s representative needs to
occur. A comparison using different resources
along with reconciliation of discrepancies is
essential. A facility standardized method and
form should be developed and used.4
How can this be achieved?
Communication of patient medical and
medication history should begin before or on
admission. Before admission, the patient or a
family member should be asked to bring all
medications (including OTC and herbals) to the
hospital, clinic, or unit. This “brown bag” plus
the patient or family member’s list of the patient’s
therapies is a starting point.
A designated
pharmacist, nurse, or other healthcare professional
should review the list of medications and “brown
bag” contents with the patient. A brief medical
More. . .
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and allergy history is also useful. A complete,
accurate profile should be created by the
interviewer along with a report of discrepancies.
It is essential that all discrepancies be resolved in
a timely manner by contacting the patient’s
physician and pharmacist. Resolution of these
discrepancies needs to be documented in the
patient’s medical record. The admitting physician
or first prescriber should review this reconciled
list with therapies that will be prescribed in the
facility.
The Health Insurance Portability and
Accountability Act of 1996 (HIPAA) supports this
confidential communication of shared patient
health information.5
A current, reconciled, and accurate list of
medication accompanied by a brief medical
summary on a facility form should be
communicated to the next service provider within
or outside of the facility. The recipient of this
form should again check for accuracy. The use of
a high quality, multipart form can make it easier
to have copies available for the patient,
physicians, pharmacies, home care, or others next
serving the patient.
In 2003 British Columbia started developing
the framework for an electronic health record
(EHR). The goal of this endeavor is to create a
secure, private lifetime EHR for each person. The
record would be continually updated with each
patient encounter and will be used to provide
seamless care.6 Alberta already has an established
EHR.
It links community physicians,
pharmacists, hospitals, and other authorized health
care professionals across the province. Health
care practitioners have access to patient
demographics, medication profiles including
allergies, and laboratory test results.
The
information is accessible through the internet as
well as through integrated clinical systems. This
will serve as a framework for all of Canada.7
These EHR systems would fulfill the JCAHO’s
goal for enhancing patient safety.
Beginning in January 2006, JCAHO will
require organizations that it accredits to have a
reconciled medication profile system in place that
will be used throughout the continuum of care.4
At Luther Midelfort-Mayo Health System in
Eau
Claire,
Wisconsin,
a
medication
reconciliation system has been in place since
1998. Their program focuses on entry into,
transfer within, and discharge from the hospital.

A defined checklist and documentation process
with designated caregivers is used.
When
discrepancies are found that cannot be reconciled
with the patient, the pharmacist intervenes to
clarify, verify, and contact the patient’s pharmacy
when needed. The process at admission takes
approximately eleven minutes and can vary from
one minute to 45 minutes. As a result, the time at
discharge is greatly reduced. Their medication
reconciliation system has reduced discrepancies in
patient’ medications by ten-fold and decreased
adverse drug events by as much as 20%.8
An example of a universal medication form for
patient use is available from South Carolina
Hospital
Association
at:
http://www.scha.org/document.asp?document_id=
2,3,36,2625. The form is written in English and
Spanish. It provides patients with a convenient
form for recording their immunization, allergy,
and medication information.
Users of this document are cautioned to use their own
professional judgment and consult any other necessary
or appropriate sources prior to making clinical
judgments based on the content of this document. Our
editors have researched the information with input
from experts, government agencies, and national
organizations. Information and Internet links in this
article were current as of the date of publication.
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